Research on health disparities emerged in the 1990s and has rapidly grown in scope and content. This introduction provides an overall frame for the articles presented in this special issue. The frame includes an overview of how health disparities and health equities have been defined and examined in previous research, challenges in conducting health disparities research, and the progress that has been made. The articles in this special issue address the challenges of health disparity research through new conceptual models, the expansion of diseases and health behaviors wherein disparities occur, intersectionality theory, innovative research designs, and workforce training.
Marginalized populations in the United States, notably racial/ ethnic minority and low income people, have historically experienced poorer health and conditions leading to poor health in comparison with more privileged populations. In 1985, the Task Force on Black and Minority Health released a report that explored the significant differences in the burden of morbidity and mortality experienced by Black/African Americans 1 and other racial/ethnic minority population groups in comparison with the White/European American population (Heckler, 1985) . This milestone report made a number of important contributions in the nation's efforts to improve the health of Black/African American and other racial/ ethnic minority populations. Key among them were the introduction of the term and conceptual framing of health disparities, the development of a methodology and analytical approach to study health disparities, and the push for a national effort to undertake the elimination of health disparities through recommendations for data collection, research, interventions, and public policies and legislation. The Office of Minority Health in the U.S. Department of Health and Human Services was established in 1986 to spearhead the implementation of the report recommendations, and other major federal actions followed, including the requirement that health disparities research be supported by the National Institutes of Health. The passage of the Minority Health and Health Disparities Research and Education Act in 2000 eventually led to the establishment of the National Institute on Minority Health and Health Disparities as a separate Institute at the National Institutes of Health in 2010. Moreover, Healthy People 2020 adopted the elimination of health disparities as a major goal for improving the nation's health (e.g., Thomas, Quinn, Butler, Fryer, & Garza, 2011) . State and local governments, including California, Hawaii, Texas, Florida, Maryland, and Rhode Island, in turn, initiated efforts (e.g., passed legislation) to reduce health disparities in their communities (National Conference of State Legislatures, 2017) .
Research on health disparities emerged in the 1990s (health disparities was a key word in one article in the 1980s). Health disparities research has rapidly grown (e.g., Adler & Rehkopf, 2008; Gibbons, 2005) and greatly expanded its scope of health conditions (e.g., HIV/AIDS), population groups (e.g., low income, sexual minority, rural and disabled), and causal or contributing factors to be studied (e.g., gender, education, employment, discrimination, neighborhood and environmental characteristics, access to health care, and quality of health care). A recent online keyword search by the authors using the term "health disparities" yielded results ranging from nearly 50,000 to over a million citations depending upon the search engine that was employed (e.g., PubMed and Google Scholar).
Health disparities are defined as preventable, systematic health differences that adversely affect vulnerable, disadvantaged, and marginalized groups (e.g., racial/ethnic low income, gender, or rural populations). Every health difference, however, is not a health disparity. Health disparities refer to the gap (e.g., in prevalence or mortality) in a health condition or outcome between an advantaged group and a disadvantaged group that exists as a result of some underlying social injustice (e.g., Braveman et al., 2011) . Outside of biologically determined health conditions (e.g., sickle cell disease), this definition assumes that if all things were equal, such as access to medical care and exposure to stressful life events, no persistent gap between groups will exist. Everyone in the society will experience health (e.g., mortality and morbidity) at the same optimal level available. A fundamental requirement of health disparities research is that the problem or issue addressed be framed and approached to better understand the injustice or disadvantage that led to the difference for that group, and what needs to be done to effectively improve the health within the group and eliminate the disparity.
Health equity is a term that has been commonly used worldwide and is increasingly used in the United States, sometimes replacing or used interchangeably with the term health disparities. Most simply put, health equity refers to the attainment of optimal health for everyone. It is a broader term that embraces health disparities. The need for health equity is high in all regions of the world, including in the United States. In comparison with developed and some developing countries, the United States exceeds other countries in health spending, but ranks at or near the bottom on life expectancy and other health indicators (United Health Foundation, 2016) . There is an assumption that health disparities will be addressed by achieving health equity. We argue, however, that this is not necessarily true. For example, while overall health has improved for everyone in the United States over the last 50 years as measured by life expectancy, health disparities still persist. There must remain a focus on health disparities to ensure that they are directly addressed.
An ongoing challenge has been ambiguity in the definitions of these terms-health disparities and health equity-that can lead to misdirection of resources (Braveman & Gottlieb, 2014) . As work progresses to achieve optimal health and health equity for everyone, there may be blurring and conflating of terms. Such definitional conflation inadvertently results in competition for funds and priorities between health equity and health disparities goals. As an unfortunate consequence, less focus and fewer resources then get directed toward specifically addressing the health disparity gap experienced by vulnerable and disadvantaged population groups.
Progress in Addressing Health Disparities and Improving Health Equity: Meaningful and Frustrating
Despite this tremendous growth in research, programs, and conversations about health disparities, they still stubbornly persist. In 1985, the Task Force concluded that "although tremendous strides have been made in improving the health and longevity of the American people, statistical trends show a persistent, distressing disparity in key health indicators among certain subgroups of the population" (Heckler, 1985, p. 2) . The same statement is true today. The Centers for Disease Control and Prevention (CDC, 2013) documents the continuing disparities in morbidity and mortality for certain vulnerable and disadvantaged groups, such as Black/African Americans and Latino/Latina Americans in comparison to others such as White/European Americans in life expectancy and diseases including cardiovascular disease and diabetes, respectively. The Agency for Healthcare Research and Quality (AHRQ; Agency for Healthcare Research and Quality, 2013) , which is charged with monitoring progress in health care disparities, found in 2012 that there was no improvement in 50% of 250 health care measures and that 40% of the measures were getting worse. In 2016, AHRQ found that access measures showed no significant improvement between 2000 and 2014, that quality of health care did improve but at a different pace by patient quality area, and that disparities persisted especially for low income and uninsured populations with no significant change on most measures for racial/ethnic groups (Agency for Healthcare Research and Quality, 2017) .
Why do health disparities continue to persist and why has health equity not been achieved? Why does change and improvement prove to be so slow and elusive? What are some of the challenges that researchers, in particular, encounter in conducting health disparities research, and how can they be overcome? What promising advances have been made in psychological and behavioral research to reduce health disparities and improve health equity? What lessons have been learned? These are the questions that this special issue addresses.
To eliminate health disparities, it is necessary to know where they exist (identify and document them), understand how they come to be and continue to persist (conceptual and theoretical development), develop effective and appropriate ways to reduce them (intervention development), and implement effective elimination/reduction strategies (translate research to practice; Adler & Rehkopf, 2008; Thomas et al., 2011) . In addition, it is critical to build, support, and sustain a health workforce of well-informed, competent leaders, researchers, and practitioners committed to this complex and challenging work.
Meaningful progress has been made in all these areas, but the rate and amount of progress differ across areas. Significant advancements have been in the identification of health disparities and an expanded understanding of their etiology. Less progress, it can be argued, has been made in our implementation of effective interventions at all levels (e.g., individual, community, and system), often for budgetary, ideological, and political reasons (Office This document is copyrighted by the American Psychological Association or one of its allied publishers.
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of Minority Health, 2011). Further complicating our progress in eliminating health disparities is the reality that health disparities are not stagnant. Disparities result from dynamic processes and can increase and decrease depending upon group and societal factors such as downturns in the economy (e.g., the most recent mortgage crisis) and changes in public policy and legislation (e.g., the Affordable Care Act). We also know that health disparities can be unintentionally created (i.e., unintentional negative consequences), as we work to eliminate them. For example, the nationwide closing of hospital trauma centers disproportionately affected vulnerable and disadvantaged groups particularly Black/African Americans, people living in poverty, and rural populations (Hsia & Shen, 2011) . Further, social determinants of health may not be associated with health disparities in expected directions. In this special issue, Prince Sims and Coley (2019) , noting the findings that educational achievement, a social determinant of health that is often used in research, did not necessarily narrow health disparities as expected but could exacerbate them, explores the relationship between health and educational success.
Continuing Needs and Challenges
Significant progress has been made in the extent and quality of research that has been done on health disparities over the past 25 years. The 14 articles in this special issue illustrate these advancements, and address continuing and new needs.
Race Comparison Studies
Early work on health in racial/ethnic minority groups and health disparities frequently used a race comparative research model, an approach that has been widely criticized for its limitations in advancing valid and useful understanding of the factors that can inform effective interventions for racial and ethnic minority people (e.g., Bediako & Griffith, 2007; Hall, 2001) . Focusing only on the differences between populations will not yield findings or advance our understanding of what is occurring within the population and what is needed for meaningful change. Race comparative studies can help in identifying where health disparities or gaps exist and measuring when they narrow, expand, or disappear, but they are not as helpful in understanding what is occurring within the population that will inform effective interventions. Nor does a race comparative approach fully identify structural factors within racial and ethnic minority communities that contribute to or deter health disparities (Mills, van de Bunt, & de Bruijn, 2006) . Greater understanding of these processes and structural factors is needed to identify and implement efficacious and effective interventions to reduce health disparities and increase health equity.
Conceptual Frameworks and Intersectionality
Health is determined by a complex interaction of individual, family, social, and policy factors; theories that focus on individual or family behaviors alone are inadequate to fully understand and explain health disparities. Prevailing conceptual frameworks describing how these factors influence health outcomes are multisystem and multifactor models such as the social determinants of health model (Commission on the Social Determinants of Health, 2008; Solar & Irwin, 2007) , the environmental affordances model (Mezuk et al., 2013) , and social disadvantage models (Adler, Bush, & Pantell, 2012) . In addition, there are frameworks that explore biological and family systems models for understanding specific diseases and health conditions (Jackson, Knight, & Rafferty, 2010; Mezuk et al., 2013) . Rasmus, Trickett, Charles, John, and Allen (2019) , in this special issue, propose the Qasgiq model to prevent suicide and alcohol misuse among American Indian and Alaska Native communities. Intersectionality theory and research can also provide guidance on how these systems and individual processes shape health beliefs, experiences and outcomes (e.g., Collins, 2009) . While individuals and groups may share apparent, commonly acknowledged membership in certain groups or identities (e.g., race/ethnic group), they simultaneously will be connected to members of other groups and identities that can be equally influential in their health status.
Research on intersectionality confirms that all people belong to multiple classes or groups or hold multiple identities that influence health outcomes. This can both inform and complicate health disparities work. These multiple identities or overlapping intersections can influence not only health outcomes, but the development of intervention strategies that are more likely to lead to improved health. In health disparities work where the initial identification of the problem is often based on membership in one particular group, such as race/ethnicity (Native Americans/American Indians have high rates of diabetes or Black/African Americans have high new rates of HIV infection), the challenge will be to determine the necessity of exploring not only the initial group of reference, for example, race/ethnicity, but other identities, group memberships, and environmental contexts that influence problem etiology and resolution (e.g., gender, sexual identity, socioeconomic status, and educational attainment). For example, in addition to race/ethnicity, understanding socioeconomic status, place of residence, and sexual identity may be important in eliminating a particular disparity (Nunn et al., 2014; Parks, Felzien, & Jue, 2017) . All solutions may not be universally effective for the initial identification group. The challenge for researchers is to fully see and describe the whole person and group within their cultural and social environment and make recommendations for further research, interventions, and policies. In this special issue, Paulus et al. (2019) examine the role of emotion regulation on alcohol misuse among trauma exposed U.S. Latinx; Corona, Campos, Rook, Sorkin, and Biegler (2019) investigate the role of familism and perceived stress on health conditions and bodily pain among Latina mothers with diabetes and their daughters; and Zhou, Lee, and Lee (2019) examine levels of health literacy as determined by depression, race/ethnicity, and immigration status.
Methodological Approaches and Data Analytic Techniques
The variety of health disparities that exist and complexity of models needed to understand them requires the use of research designs and statistical techniques ranging from the most basic (e.g., health survey or assessment to determine if there is a problem) to the highly sophisticated (e.g., structural equation analysis, geospatial analysis). Bilheimer and Klein (2010) identify factors that impact the determination of health disparities or inequities including the ability to analyze interactive effects of multiple determinants and the ability to conduct indirect estimations. This document is copyrighted by the American Psychological Association or one of its allied publishers.
A variety of designs and statistical techniques are featured in this special issue. For example, Ong and Williams (2019) use mediation analyses to determine the effects of discrimination on inflammatory dysfunction among a multiethnic group of adults, and Lardier (2019) use structural equation modeling to determine the mediating effect of ethnic identity and psychological empowerment on substance use among African American and Latinx urban youth.
Documenting, Monitoring, and Growing the Knowledge Base
Current, valid data are needed to ensure that health related disparities can be assessed, addressed, and monitored. A continuing concern since the 1985 Task Force report has been the lack of data available on racial/ethnic and other vulnerable and disadvantaged groups. Racial/ethnic groups had not been routinely included in national surveys in sufficient numbers for meaningful analysis. This has been particularly true for Asians/Asian Americans, Pacific Islanders, and Native Americans/American Indians. Progress has been made in this area. Calls for data and research have been expressed by scholars and professional groups. For example, the American Psychological Association passed a resolution in 2016 recommending that research studies and population-based surveys include sexual orientation and gender identity (APA, 2016) .
In this special issue, new disparity concerns are identified. Pittman, Kauer, and Eyler (2019) , using a multiple risk framework, identify Black college women as an overlooked high risk group for HIV infection, and Moody, Harris, Zittleman, Nease, and Westfall (2019) address the under identification and misidentification of autism in Latino communities.
The health disparities knowledge base has grown in quantity, quality, and range of content and issues allowing for research synthesis and critical review in some areas, and recommendations for research. The relationship between stress and health disparities (American Psychological Association, APA Working Group on Stress and Health Disparities, 2017) and health disparities in racial/ethnic and sexual minority boys and men (American Psychological Association, 2018) are recent examples. In this special issue, Ramirez Garcia (2019) examines the ethnic and social determinants of health among Latinx subpopulations. Theoretical and empirical research on racism including the development of measures has advanced, revealing how racism influences attitudes and behaviors, impacts health, and contributes to health disparities (e.g., Jones, 2000) . Neblett (2019) , in this issue, discusses the impact of racism on health identifying challenges for research and action. A commentary by Hart and Hart (2019) addresses the well documented racial/ethnic disparities associated with drug treatment and policies, and proposes evidence-based solutions.
Leadership, Education, and Training
The scientific workforce must be prepared to meet the challenges of conducting meaningful health disparities work. This includes understanding the intent, scope, and complexity of health disparities research, and keeping abreast of both scholarly advances, community and program needs, and policy agendas and changes. In this special issue, commentaries are provided by Smedley (2019) on the need for creative leadership in improving health and eliminating racism, and Valdez et al. (2019) who propose a knowledge framework model to assist practitioners in accelerating the translation of research to practice in mental health services.
Conclusion
The goal of this special issue is to be instructive in conveying the richness and diversity of the work that has been done on health disparities as well as the challenges that remain. We hope that experienced and emerging investigators will be inspired to continue to pursue or initiate research that will assist in eliminating health disparities and advancing health equity. The articles in this special issue show a wide range of health related concerns, population groups, conceptual frameworks, research designs, and statistical methods at the forefront of current health disparities research.
